Case l:15-cv-03198-UA Document 2 Filed 04/20/15 

United States District Court 
Southern District of New York 

jc^uio (r Arlo..^. 



(In the space above enter the full name(s) of the plaintiff(s).) 


COMPLAINT 


agamst- 


TVvf. c. 


VAv'iAUVA \Mh\V)rluQ\ on/ rV^^lr.iQ\ rnmooVu 


L QX\h A-ff>rAG\ 


( ,_\oVn Pop i 

r • 


Jury Trial: 



□ No 


(check one) 


i5CV3198 


(In the space above enter the full name(s) of the defendant(s). If you 
cannot fit the names of all of the defendants in the space provided, 
please write ''see attached** in the space above and attach an 
additional sheet of paper with the full list of names. The names 
listed in the above caption must be identical to those contained in 
Part L Addresses should not be included here,) 


I. Parties iii this complaint: 


A. List your name, address and telephone number. If you are presently in custody, include your 
identification number and the name and address of your current place of confinement. Do the same 
for any additional plaintiffs named. Attach additional sheets of paper as necessary. 


Plaintiff 


Name 



Street Address |__ 

County, City VJ'UoQ 


State & Zip Code 
Telephone Numberl 




B. List all defendants. You should state the full name of the defendant, even if that defendant is a 
government agency, an organization, a corporation, or an individual. Include the address where 
each defendant may be served. Make sure that the defendant(s) listed below are identical to those 
contained in the above caption. Attach additional sheets of paper as necessary. 


Defendant No. 1 


Name G)f N -fj-Ki 


Street Address 54-r-d^_-V 


Rev, 05/2010 
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Defendant No. 2 


Defendant No. 3 


County, City UJ 


State & Zip Code ypCL . /600^ 

Telephone Number_ 


Name -^■On AMo^ po lic e . 


Street Address 

County, City MonKg-rlian 


feroQctujav/| • 


State & Zip Code KJtA/J ypck ■ 


Telephone Number 


Name — /’sr h /\ (c ^Cilc^ P g ^i 3. 4 ^ *^ 

Street Address ^f-£x .vA _ I &c»A \oaV/^. _ 

County, City |^A^V^V^Q^^C^y> _!_ 

State & Zip Code \Jp iO \|<-»aL . _ 

Telephone Number____ 


Defendant No. 4 Name 


Street Address 
County, City _ 


CcKf>c-e.^WQV^A,\. dH; poc 


cjr Oxi^cV\ 


0’^ 


State & Zip Code \ Q Q _ SW-^jei~ f VI N[ , W>| 

, Telephone Number_ 


II, 


Basis for Jurisdiction; 


Federal courts are courts of limited jurisdiction. Only two types of cases can be heard in federal court: 
cases involving a federal question and cases involving diversity of citizenship of the parties. Under 28 
U.S.C. § 1331, a case involving the United States Constitution or federal laws or treaties is a federal 
question case. Under 28 U.S.C. § 1332, a case in which a citizen of one state sues a citizen of another 
state and the amount in damages is more than $75,000 is a diversity of citizenship case. 

A. is the basis for federal court jurisdiction? (check all that apply) 

^ Federal Questions □ Diversity of Citizenship 


B. 


If the basis for jurisdiction is Federal Question, what federal Constitutional, statutory or treaty right 
is at issue? Tpyi'?, Qi^.lir^Vn _ QC i\^ _ 


^exAA Voo/V'Q^'tvsWA aA,vvw\\^ 5\rc^-V^^ 

Z SWWfovH 

C. the basis for jurisdiction is Diversity of Citizenship, what is the state of citizenship of each party? 

j . Plaintiff(s) state(s) of citizenship_ 

Defendant(s) state(s) of citizenship_ 


OL 


Statement of Claim; 


State as briefly as possible the facts of your case. Describe how each of the defendants named in the 
caption of this complaint is involved in this action, along with the dates and locations of all relevant events. 


Rev. 05/2010 
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You may wish to include further details such as the names of other persons involved in the events giving 
rise to your claims. Do not cite any cases or statutes. If you intend to allege a number of related claims, 
number and set forth each claim in a separate paragraph. Attach additional sheets of paper as necessary. 

A. Where did the events giving rise to your claim(s) occur? ■il./clO..Cf/iJ: 

-XCA'W-L.^- 

B. What date and approximate time did the events giving rise to your claim(s) occur? IfiiS. _ 

cjf.Viovo orrof-^ 7'nc> am an /7■ 


What 
happened 
to you? 


Who did 
what? 


Was anyone 
else 

involved? 


Who else 
saw what 
happened? 


c. Facts: \ c')^fi’(Xf7S jcwniL^i-) cj-v^ qi'\A 

iulCcv' 






^ 


(JrS > cey Kx^xA , Tt^ . 


O^h-Sbj- <hrs \)Sf\ i y.s irX'\U-iL.^ '(<’X4r'.b\AS (9^>’Cf'r U )V\0 \i->AS Uo.pXjifm(v\ a 

V\Q<r)h^\-^, V>>s.A J (\rc<Vjb.e..i \ki.4^cv4- Jv;S^ 










X^Njys.rX _ \vn _ SfVomCi^V> ) _0^y \l.g . S _^4^, W QlY. 

ors -Vir^ ^XcOvr <70^1 X^-r \X>WX\SCi\x6^ 




\n ‘^v?cVc\^/s. (ao>A «NAoViw\cx\ . ^\_.dk . _ -^^vS 

SiOiaS v.^'VxNg.^s^X o\l:c^jf tAvtn cSr\\i a ^\{Whfs\r Cmxx<o ^iJi\ 

V\^ -k-, V\r)\i^^/^c^ ^-cn , f<<'> U^r 


SiA. 


N\/^ 

1VN roovry , W. \K?rx<-, i-g qa), ax\)A rs 

CIKjYV Vo VKXAJVjofr - Pvr-P7bl'J^.{ ^ 


a'c\ 


iiQvn 


^i\r f^^a^^A^Gc^V tv\f vlAr , akA- grOiVtr^ygJ^ib S\)'ti±L 




■pe.. ii!|, -K? (j;^')rAptu‘'y ko t4 i (j, txn(3 QSfii'i'cyxC.A^ . ^aAfi(y| kl^ p 

VJ ~cWo.v'-\h \j^i^ne.5.3 to^'^cVvons df Ha 'S assv^lF. I Wm i-tci fo *rv\cilce, 

IV llnuriesA“'^^\Kf ^'=’ '3<-ncV-X ff\6>rr\Q,i sUl. WftS 

IV. injuries. ^f- vJAWw,^ buM-kc v-euAf ^ 

If you sustained injuries related to the events alleged above, describe them and state what medical 
treatment. if any, you required and received, p o r 4k>^ h os ^ [j^ ^ r AkAA 
i Pgirv^>«^ 4t) QjyjCk\r -pvP a 160 Pt)^f^rmfiC - 

Y T^\a> 4^ buC^ pHin ^\4D. A-ex.V:!pA^^ . Ua i vX bi^CSii^- 

-CtyAcANOv-y Q L\m^ ), Un«-W Kl OlOro I OA i ca I S^SibaKVlA. 


j^c\V IrsWoi^As fv\kA^ \^rAW[ o-k l-eoivv^M''^cx.B-ci.. 


Rev, 05/2010 
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V. Relief: 

State what you want the Court to do for you and the amount of monetary compensation, if any, you are 
seeking, and the basis for such compensation. (-nf tj A j 

I (V\-<nVci\ j.\^ m,»,rN ^yx Ff (Vt/C 

.1 




0cW^'rv\S4^ ' ^ lobs -f,C''fniV\^b I l(;bS |3hV-e'n^>(u1 j 

ClA&r-coMr awX fi e/ yu4AV'> ^lii ^ an^ _ cjAr^i>iV^ _ 

(guSWvV^^ on-lr ,, _ 

gL? .9<hVYvO 1 1 av\^ ■I'VtX-. VHil'-i 

‘^J-aV-cS> c,\msJr{\-\i[r^u\n Miolak^^ , _ fiV)0Ue rrajAV>h\n WroofjAt>»^, 

V>Cv^ (!>f- j (\(\^, ^ q^.t~s _ 0^ - 

. c^Vu 0^ Vlgvc W J acyj/yYy ^ ^q^rVQi»nhs _fln.i.././2j__ MlploKjoil 


_ f/k yi gvc K J v^, _qcjj..,^,.Q_ anAj 

Hc\vn\^A^ f/UtS\v^ iv->5-i-ru<>^>v^^ J asa^ ,n _ 

(j r ni/'V'^rrVi r/V^tx! (;;<f"f > r t^rS ey/ Uoloty^ /tF -fAtS /lywc- 






AZ 


'r>V^' 


;^t^cwy*^ tc? pt <=Lm4-/-/'- _ 

iKAjiJ-C kaMw-L iy^htiLS.Hi 7^1^-.. 


pUir\i-^ff jlr4^/rr'-fJ (oo^pfy>^^4-»i.t^ qtA ^>htT.\/g. Ktp /eiS f,[rt 

declare under nenalty of neriurv that the foresoine is true and correct. /"K^^hnh.noD.bl J ) M4flu'( 


I declare under penalty of perjury that the foregoing is true and correct. S)CObiOoO,b(J)^ 
Signed this day of fr'i _, 201^. 


ii-'iO 

(j£>lh-S^ 


Signature of Plaintiff 
Mailing Address 


Telephone Number 

Fax Number (if you have one) 



Note ; All plaintiffs named in the caption of the complaint must date and sign the complaint Prisoners 
must also provide their inmate numbers, present place of confinement, and address. 


For Frisoners ; 

I declare under penalty of perjury that on this_ day of _ 

this complaint to prison authorities to be mailed to the Pro Se Office of the United States District Court for 
the Southern District of New York. 


, 20_, I am delivering 


Signature of Plaintiff: 
Inmate Number 


Rev. 05/2010 
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THE CITY OF NEW YORK 
OFFICE OF THE COMPTROLLER 
CLAIMS AND ADJUDICATIONS 
1 CENTRE STREET ROOM 1200 
NEW YORK, N.Y. 10007-2341 


Scott M. Stringer 
COMPTROLLER 

Michael Aaronson 
Chief, Bureau of Law and 
Adjustment 
015-151 



Date: 5/19/2014 

Claim Number: 2014PI015628 

RE: Acknowledgment of Claim 


KEVIN ARIAS c/o ROBERT N FELIX 
11 BROADWAY SUITE 400 
NEW YORK NY 10004 
FELIXLAW@YAHOO.COM 


Dear Claimant: 

We acknowledge receipt of your claim, which has been assigned the claim number shown above. Please 
refer to this claim number in any correspondence or inquiry you may have with our office. 

We will do our best to investigate and, if possible, settle your claim. However, if we are unable to resolve 
your claim, any lawsuit against the City must be started vHthin one year and ninety days from the date of 
the occurrence. 

If you have any questions regarding your claim, you may contact us at either 212-669-8750 for property 
damage claims or 212-669-4445 for claims involving personal injury. 


Sincerely, 

Michael Aaronson 




Case l:15-cv-03198-UA 

New York City Comptroller 
Scott M. Stringer 


Document 2 


Filed 04/20/15 York City Comptroller 

1 Centre Street 
New York, NY 10007 

Form Version: NYC-COMPT-BLA-PI1-B 


Personal Injury Claim Form 

Electronically filed claims must be filed at the NYC Comptroller's Website. If your claim is not resolved 
within 1 year and 90 days from the date of occurrence you must start legal action to preserve your rights. 


I am filing: p on behalf of myself. 


— On behalf of someone else. If on someone else's 
' behalf, please provide the following information. 


Last Name: 


First Name: 


Relationship to 



the claimant: 



Claimant Information 

*Last Name: 

ARIAS 

*First Name: 

KEVIN 

Address: 

25 WHITE STREET 

Address 2: 


City: 

NEW YORK 

State: 

NEW YORK 

Zip Code: 

10013 


Country: 

USA 


Date of Birth: Format: MM/DD/YYYY 


Soc. Sec. # 
HICN: 

(Medicare #) 
Date of Death: 
Phone: 

*Email Address: 

*Retype Email 
Address: 

Occupation: 
City Employee? 

Gender 



Format: MM/DD/YYYY 


OYes ®No ONA 
®Male OFernale O Other 


(• Attorney is filing. 

Attorney Information (if claimant is represented by attorney) 

Firm or Last Name: 

Firm or First Name: 

Address: 

Address 2: 

City: 

State: 

Zip Code: 

Tax ID: 

Phone #: 

*Email Address: 

*Retype Email 
Address: 


FELIX 

ROBERT 

11 BROADWAY, SUITE 715 


NEW YORK 
NEW YORK 
10004 


2127471433 

felixlaw@yahoo.com 

felixlaw@yahoo.com 


The time and place where the claim arose 


*Date of Incident: 

Time of Incident: 

*Location of 
Incident: 


02/17/2014 Format: MM/DD/YYYY 

4:30 AM Format: HH:MM AM/PM 

MAIN INCIDENT OCCURRED IN THE HOLDING 
PEN OF THE 34TH PRECINCT 


Address: 
Address 2: 
City: 

State: 



Borough: 

* Denotes required fields, A Claimant OR an Attorney Email Address is required. 

























































Case l:15-cv-03198-UA 

New York City Comptroller 
Scott M. Stringer 


Document 2 


Filed 04/20/15 


York City Comptroller 
1 Centre Street 
New York, NY 10007 


^Manner in which The time when, the place where, and the manner in which the claim arose: At approximately 03:00 AM on February 
claim arose: 17,2014, Kevin G. Arias, was falsely arrested in NYC, without probable cause, by police officers, Christine Sanchez 

and Kenneth Mundy, and charged with a felony. Arias was handcuffed and taken to the 34th Precinct for 
processing. Arias was fingerprinted at approximately 04:30 and brought down to a holding pen by officer Mundy. 
Thereafter, an unidentified correction officer, who was wearing a hoodie, covering his badge, grabbed Arias, and 
without just provocation, punched Arias in the stomach, and as he was gasping for air on the floor knocked Arias 
out, rendering him unconscious, causing Arias to sustain physical and emotional injuries. All of this was witnessed 
by officer Mundy. Thereafter a different correction officer took Arias to his holding pen. Arias later that day 
appeared in court, where he was released and given a return court date. Arias went to New York-Presbyterian 
Hospital for medical treatment, and continues to suffer the lingering effect of the brutality he endured. 


* Denotes required field. 




Case l:15-cv-03198-UA Document 2 Filed 04/20/15 


New York City Comptroller 
Scott M. Stringer 


(S York City Comptroller 

1 Centre Street 
New York, NY 10007 


The items of 
damage or injuries 
claimed are 
(include dollar 
amounts): 


To recover for damages, personal injury, mental distress, pain and suffering, economic damages, attorneys'fees, loss 
of earnings, loss-of-earnings potential, damage to character and reputation, and other damages sustained by the 
Claimant, arising out of Claimant being falsely seized, detained, searched, assaulted, battered, defamed, and having 
his rights under the New York and United States Constitutions violated. The above-mentioned wrongdoing was the 
result of the intentional, negligent, and reckless acts of the City of New York, its agents, servants and/or employees, in 
training, supervising, instructing, and maintaining its police officers, some of whom, at this time, their names are 
unknown to Claimant. 

There were injuries to neck and head. 

Claimant has suffered compensatory and punitive damages of no less than Five Million dollars ($5,000,000.00) 




Case l:15-cv-03198-UA Document 2 Filed 04/20/15 York City Comptroller 

1 Centre Street 
New York, NY 10007 


New York City Comptroller 
Scott M. Stringer 


Medical Information 


Witness 1 Information 


1st Treatment Date: 

2/17/2014 

Format: MM/DD/YYYY 

Last Name: 

MUNDY 

Hospital/Name: 

NEW YORK- 

■ PRESBYTERIAN 

First Name: 

KENNETH 

Address: 

180 FORT WASHINGTON AVE. 

Address 

34TH PRECINCT 

Address 2: 


Address 2: 

4295 BROADWAY 

City: 

NEW YORK 

City: 

NEW YORK 

State: 

NEW YORK 

State: 

NEW YORK 

Zip Code: 

10032 



Zip Code: 

10033 


Date Treated in 
Emergency Room: 

02/17/2014 

Format: MM/DD/YYYY 

Witness 2 information 



Was claimant taken to hospital by Q Yes ® No C NA 

an ambulance? 

Employment Information (If claiming lost wages) 

Employer’s Name: 


Address 

Address 2: 

City: 

State: 

Zip Code: 

Work Days Lost: 

Amount Earned 
Weekly: 


NONE 


NEW YORK 


Last Name: 
First Name: 
Address 
Address 2: 
City: 

State: 

Zip Code: 


NEW YORK 


Witness 3 Information 

Last Name: 


Treating Physician Information 

Last Name: 


First Name: 
Address: 
Address 2: 
City: 

State: 

Zip Code: 


LAI 


PAMELA 


180 FORT WASHINGTON AVE 


NEW YORK 


10032 


First Name: 
Address 
Address 2: 
City: 

State: 

Zip Code: 


NEW YORK 


Witness 4 Information 


Last Name: 
First Name: 
Address 
Address 2: 
City: 

State: 

Zip Code: 


NEW YORK 
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New York City Comptroller 
Scott M. Stringer 


Complete if claim involves a NYC vehicle 


York City Comptroller 
1 Centre Street 
New York, NY 10007 


Owner of vehicle claimant was traveling in 


Non-City vehicle driver 


Last Name: 


Last Name: 


First Name: 


First Name: 


Address 


Address 


Address 2: 


Address 2: 


City: 


City: 


State: 

NEW YORK 

State: 

NEW YORK 

Zip Code: 



Zip Code: 




Insurance Information 


Insurance Company 
Name: 

Address 

Address 2: 

City: 

State: 

Zip Code: 

Policy #: 

Phone #: 



Description of 
claimant: 


O Driver O Passenger 

O Pedestrian Q Bicyclist 
O Motorcyclist O Other 


Non-City vehicle information 



City Driver Last 
Name: 

City Driver First 
Name: 


Format: Do not include "$" or 


The Total Amount Claimed can only be entered once the following 
required fields are entered: 

Claimant Last Name 
Claimant First Name 
Claimant Email or Attorney Email 
Date of Incident 
Location of Incident 
Manner In which claim arose 


Total Amount 
Claimed: 


$5,000,000.00 


I certify that all information contained In this notice is true and correct to the best of my knowledge and belief. I understand that the willful 
making of any false statement of material fact herein will subject me to criminal penalties and civil liabilities. 














































Case l:15-cv-03198-UA Document 2 Filed 04/20/15 Page 11 of ^ 

THE CITY OF NEW YORK 
OFFICE OF THE COMPTROLLER 
CLAIMS AND ADJUDICATIONS 
1 CENTRE STREET ROOM 1200 
NEW YORK, N.Y. 10007-2341 


Scott M. Stringer 
COMPTROLLER 

Michael Aaronson 
Chief, Bureau of Law and 
Adjustment 
015-151 



Date: 5/19/2014 

Claim Number; 2014PI015628 

RE: Acknowledgment of Claim 


KEVIN ARIAS c/o ROBERT N FELIX 
11 BROADWAY SUITE 400 
NEW YORK NY 10004 
FELIXLAW@YAHOO.COM 


Dear Claimant: 

We acknowledge receipt of your claim, which has been assigned the claim number shown above. Please 
refer to this claim number in any correspondence or inquiry you may have with om office. 


We will do our best to investigate and, if possible, settle your claim. However, if we are unable to resolve 
your claim, any lawsuit against the City must be started within one year and ninety days from the date of 
the occurrence. 

If you have any questions regarding your claim, you may contact us at either 212-669-8750 for property 
damage claims or 212-669-4445 for claims involving personal injury. 


Sincerely, 

Michael Aaronson 






Case l:15-cv-03198-UA 

New York City Comptroller 
Scott M. Stringer 


Document 2 


Filed 04/20/15 PaafetftfiWw York City Comptroller 

1 Centre Street 
New York, NY 10007 

Form Version: NYC-COMPT-BLA-PI1-B 


Personal Injury Claim Form 

Electronically filed claims must be filed at the NYC Comptroller's Website. If your claim is not resolved 
within 1 year and 90 days from the date of occurrence you must start legal action to preserve your rights. 


I am filing: p on behalf of myself. 

On behalf of someone else. If on someone else's 


o 


behalf, please provide the following information. 


Last Name: 


First Name: 


Relationship to 
the claimant: 


Claimant Information 

•Last Name: 

ARIAS 

•First Name: 

KEVIN 

Address: 

25 WHITE STREET 

Address 2: 


City: 

NEW YORK 

State: 

NEW YORK 

Zip Code: 

10013 


Country: 

USA 


Date of Birth: Format: MM/DD/YYYY 


Soc. Sec. # 


HICN: 

(Medicare #) 

Date of Death: 

Phone: 

•Email Address; 

•Retype Email 
Address: 

Occupation: 

City Employee? QYes (5) No QNA 

Gender 0Male O Female O Other 



(• Attorney is filing. 

Attorney Information (If claimant is represented by attorney) 

Firm or Last Name: 

Firm or First Name: 

Address: 

Address 2: 

City: 

State: 

Zip Code: 

Tax ID: 

Phone #: 

•Email Address: 

•Retype Email 
Address: 


FELIX 

ROBERT 

11 BROADWAY, SUITE 715 


NEW YORK 
NEW YORK 
10004 


2127471433 

fellxlaw@yahoo.com 

felixlaw@yahoo.com 


The time and place where the claim arose 


•Date of Incident: 

Time of Incident: 

•Location of 
Incident: 


02/17/2014 Format: MM/DD/YYYY 


4:30 AM Format: HH:MM AM/PM 

MAIN INCIDENT OCCURRED IN THE HOLDING 
PEN OF THE 34TH PRECINa 


Address: 
Address 2: 
City: 

State: 



Borough: 

• Denotes required fields. A Claimant OR an Attorney Email Address is required. 
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United States District Court 
Southern District of New York 

-■ lCajiY\ |\f 


(In the space above enter the full name(s) of the plaintiff(s),) 


COMPLAINT 


-against- 

r i ^ nJcHE'Z.) 

^ A ' I i'bW^u A-*43 



Jury Trial: 



□ No 


(check one) 


(In the space above enter the full name(s) of the defendant(s). If you 
cannot fit the names of all of the defendants in the space provided, 
please write **see attached" in the space above and attach an 
additional sheet of paper with the full list of names. The names 
listed in the above caption must be identical to those contained in 
Part 1. Addresses should not be included here.) 


1. Parties in this complaint: 


A. List your name, address and telephone number. If you are presently in custody, include your 
identification number and the name and address of your current place of confinement. Do the same 
for any additional plaintiffs named. Attach additional sheets of paper as necessary. 


Plaintiff Name 

Street Address 
County, City P)rc>riir , 
State & Zip Code 
Telephone Number 



B. List all defendants. You should state the full name of the defendant, even if that defendant is a 
government agency, an organization, a corporation, or an individual. Include the address where 
each defendant may be served. Make sure that the defendant(s) listed below are identical to those 
contained in the above caption. Attach additional sheets of paper as necessary. 


Defendant No. 1 


Name 


Street Address 




■ess _ 


Rev. 05/2010 
































Case l:15-cv-03198-UA 

New York City Comptroller 
Scott M. Stringer 


Document 2 


Filed 04/20/15 ftZw York City Comptroller 

1 Centre Street 
New York, NY 10007 


*Manner in which The time when, the place where, and the manner In which the claim arose: At approximately 03:00 AM on February 
claim arose: 17,2014, Kevin G, Arias, was falsely arrested in NYC, without probable cause, by police officers, Christine Sanchez 

and Kenneth Mundy, and charged with a felony. Arias was handcuffed and taken to the 34th Precinct for 
processing. Arias was fingerprinted at approximately 04:30 and brought down to a holding pen by officer Mundy. 
Thereafter, an unidentified correction officer, who was wearing a hoodie, covering his badge, grabbed Arias, and 
without just provocation, punched Arias in the stomach, and as he was gasping for air on the floor knocked Arias 
out, rendering him unconscious, causing Arias to sustain physical and emotional injuries. All of this was witnessed 
by officer Mundy. Thereafter a different correction officer took Arias to his holding pen. Arias later that day 
appeared in court, where he was released and given a return court date. Arias went to New York-Presbyterian 
Hospital for medical treatment, and continues to suffer the lingering effect of the brutality he endured. 


* Denotes required field. 






Case l:15-cv-03198-UA Document 2 Filed 04/20/15 York City Comptroller 

1 Centre Street 
New York, NY 10007 


New York City Comptroller 
Scott M. Stringer 


The items of 
damage or injuries 
ciaimed are 
(inciude dollar 
amounts): 


To recover for damages, personai injury, mentai distress, pain and suffering, economic damages, attorneys' fees, loss 
of earnings, loss-of-earnings potential, damage to character and reputation, and other damages sustained by the 
Claimant, arising out of Claimant being falsely seized, detained, searched, assaulted, battered, defamed, and having 
his rights under the New York and United States Constitutions violated. The above-mentioned wrongdoing was the 
result of the intentional, negligent, and reckless acts of the City of New York, its agents, servants and/or employees, in 
training, supervising, instructing, and maintaining its police officers, some of whom, at this time, their names are 
unknown to Claimant. 

There were injuries to neck and head. 

Claimant has suffered compensatory and punitive damages of no less than Five Million dollars ($5,000,000.00) 




Case l:15-cv-03198-UA 

New York City Comptroller 
Scott M. Stringer 


Document 2 Filed 04/20/15 PaflgeMWwYoA city Comptroller 

1 Centre Street 
New York, NY 10007 


Medical Information 


1st Treatment Date: 

2/17/2014 

Format: MM/DD/YYYY 

Hospitai/Name: 

NEW YORK- 

PRESBYTERIAN 

Address: 

180 FORT WASHINGTON AVE. 

Address 2: 


City: 

NEW YORK 

State: 

NEW YORK 

Zip Code: 

10032 



Date Treated in 
Emergency Room: 

02/17/2014 

Format: MM/DD/YYYY 


Was claimant taken to hospital by QYes ®No ONA 
an ambulance? 


Employment Information (If claiming lost wages) 



Treating Physician Information 


Last Name: 
First Name: 
Address: 
Address 2: 
City: 

State: 

Zip Code: 


LAI 

PAMELA 

180 FORT WASHINGTON AVE 


NEW YORK 
10032 


Witness 1 Information 

Last Name: 

First Name: 

Address 
Address 2: 

City: 

State: 

Zip Code: 


MUNDY 
KENNETH 
34TH PRECINCT 
4295 BROADWAY 
NEW YORK 
NEW YORK 
10033 


Witness 2 Information 


Last Name: 
First Name: 
Address 
Address 2: 
City: 

State: 

Zip Code: 



Witness 3 Information 


Last Name: 
First Name: 
Address 
Address 2: 
City: 

State: 

Zip Code: 



Witness 4 Information 


Last Name: 
First Name: 
Address 
Address 2: 
City: 

State: 

Zip Code: 






















































































Case l:15-cv-03198-UA Document 2 Filed 04/20/15 York City Comptroller 


New York City Comptroller 
Scott M. Stringer 


1 Centre Street 
New York, NY 10007 


Complete if claim involves a NYC vehicle 


Owner of vehicle claimant was traveling in 

Non-City vehicle driver 


Last Name: 


Last Name: 


First Name: 


First Name: 


Address 


Address 


Address 2: 


Address 2: 


City: 


City: 


State: 

NEW YORK 

State: 

NEW YORK 

Zip Code: 



Zip Code: 



Insurance Information 


Non-City vehicle information 

Insurance Company 
Name: 


Make, Model, Year 
of Vehicle: 


Address 


Plate#: 


Address 2: 


VIN#: 


City: 


Citv vehicle information 


State: 

MCIA/ 






Plate #: 



Zip Code: 










Policy #: 





Phone #: 


City Driver Last 






Name: 



Description of 
claimant: 

O Driver O Passenger 

O Pedestrian O Bicyclist 

City Driver First 
Name: 



O Motorcyclist O Other 


Format: Do not include ”$" or", 


The Total Amount Claimed can only be entered once the following 
required fields are entered: 

Claimant Last Name 
Claimant First Name 
Claimant Email or Attorney Email 
Date of Incident 
Location of Incident 
Manner in which claim arose 


Total Amount 
Claimed: 


$5,000,000.00 


/ certify that all information contained in this notice is true and correct to the best of my knowledge and belief. I understand that the willful 
making of any faise statement of materiai fact herein will subject me to criminal penalties and civil liabilities. 













































